Mucormycosis is an uncommon opportunistic fungal infection mostly affecting immunocompromised patients and gastrointestinal mucormycosis is a rare and life-threatening. We describe a 31-year-old man with a history of idiopathic cyclic neutropenia who developed perforations of the stomach and intestine and intra-abdominal bleeding due to disseminated gastrointestinal mucormycosis after the initial operation.
gastrointestinal tract (7%), and disseminated infection (3%).
The mortality rate of mucormycosis has been reported as 96% for disseminated infections, 85% for gastrointestinal infections, and 76% for pulmonary infections. [1, 5, 6] The aforementioned gastrointestinal mucormycosis is rare and is thought to arise from ingestion of the fungi in food or contaminated sputum. It can develop in any part of the alimentary tract, but the most commonly involved site is the stomach (57.5%), followed by the colon (32.3%), ileum (7%), esophagus (7%), duodenum (2.3%), and jejunum (1.1%). [7] The clinical hallmark of mucormycosis infection is tissue infarction and necrosis due to angioinvasion and subsequent thrombosis and a strong propensity for hematogenous dissemination. The symptoms vary depending on the involved site, but initial presentations are generally nonspecific abdominal pain and distension, fever, and diarrhea.
If the bowel walls and blood vessels are involved with multiple ulcers caused by the fungal infection, this may result in bowel hemorrhage and perforation, peritonitis and sepsis, which is the most common cause of death. [8] In Korea, several case reports regarding GI mucormycosis which were developed in patients with immunodeficiency, including chronic renal failure, kidney transplantation, hematologic malignancy, and alcoholic liver cirrhosis, were published. [9] [10] [11] [12] There are only a few reports of successfully treated invasive GI mucormycosis due to its high mortality rate. [9] [10] [11] As In our patient with idiopathic neutropenia, an emergency laparotomy was performed to identify the perforation of the proximal ascending colon during the first operation. However, only a dilated cecum and ascending colon with an edematous wall and color change due to hemorrhagic infarction were noted, but no perforation was found and no characteristic hyphae in the sections of tissue obtained were observed on histopathological examination. We considered that the ischemic damage resulted from septic shock and therefore performed aggressive medical therapy with broad-spectrum antibiotics for septic shock in the intensive care unit. When the second operation revealed a perforation of the proximal jejunum, the cause was eventually revealed to be invasive gastrointestinal mucormycosis. Despite antifungal therapy, disseminated GI mucormycosis had progressed and invaded multiple mesentery vessels, which caused uncontrolled fatal intra-abdominal bleeding.
The following are fundamental in the management of gas- 
